Refinements in the surgical treatment of congenital heart disease in the neonate continue to evolve. Previous reports of cardiac surgery in the newborn have shown small numbers of patients and a high operative mortality.1-35-8 The form of treatment chosen depends on the complexity of the cardiac anomaly as well as the overall condition of the patient.
As the preliminary diagnosis and treatment of many of these critically ill infants improves, decisions regarding the timing and type of operative therapy must be made at an earlier age. We have reviewed all neonates undergoing cardiac surgery at this hospital during a consecutive 5-year period. A brief discussion of the patients during the first 4 years of the study has been presented previously. 8 The spectrum of anomalies encountered, operations performed, and the preoperative condition of the patients are analysed.
Patients and methods
From January 1976 to the end of December 1980, 212 neonates underwent 224 operations on the heart and great vessels at this hospital. These operations represented 11.4 % of all procedures performed here during the 5- (Table  3) ; and group 3 comprised 59 patients with coarctation of the aorta, alone or with associated lesions (Table 4) .
Seventy-two systemic to pulmonary artery shunts, either alone or with a pulmonary valvotomy were performed for patients in group 1. The BlalockTaussig shunt was our procedure of choice. Modified
Blalock-Taussig shunts using Gore-Text0 were used The procedures performed to decrease pulmonary blood flow or improve mixing in group 2 included ligation of persistent ductus arteriosus (17 patients), or pulmonary artery banding either alone (8 patients), or in addition to Blalock-Hanlon septectomy (3 patients). Two patients with pulmonary atresia, ventricular septal defect, and a multifocal pulmonary blood supply required ligation of aorto-pulmonary collateral arteries.
The procedures used to repair the coarctation in Fifteen of 57 patients undergoing repair of coarctation of the aorta died. The mortality for isolated coarctation of the aorta was 11 % (3 of 28 patients). One neonate was moribund preoperatively, and died 2 days after surgery while undergoing peritoneal dialysis. Both the others had severely hypoplastic third parts of the aortic arch so that left ventricular obstruction was incompletely relieved. Coarctation of the aorta associated with ventricular septal defect and requiring operation in the first months of life carried a 32% mortality; coarctation associated with other more complex lesions carried a 71 % mortality (Table 4) . When the mortality was examined with respect to the type of coarctation repair, no significant differences were found with any operative approach. Since 1977 subclavian flap angioplasty has been our procedure of choice.
Preoperative risk factors. Data on possible preoperative risk factors are given in Table 5 . The arterial pH on arrival in the unit ranged from 6- 
